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students, however, attending courses away from their community (or even place of work) is a serious impediment to additional training.
Emergency care providers in rural areas, who see few seriously ill or injured children and thus have little opportunity to apply their knowledge and skills in this area, have expressed a particular need for periodic access to such training (Henderson and Avery, 1992). They can face considerable difficulty in obtaining it, however. Local training resources are likely to be limited, and staffing shortages and financial constraints can make it difficult to travel to courses that are available but only in relatively distant locations.
Courses that can be brought to providers often reduce burdens in time and costs. Idaho has devoted substantial resources to bring training to health care providers widely scattered in rural areas across a large, mountainous state. In the early 1980s, the statewide communications system was equipped to provide an interactive teleconference capability, which is used to conduct educational programs for providers throughout the state (Anderson etal., 1990).
Another project led to the development of mobile training units, which travel across the state bringing a computer-based training module and materials necessary to provide hands-on training in specific skills (Anderson et al., 1986). The initial focus was on adult trauma for EMTs, but a pediatric training station was added soon after the program began (in the mid-1980s). In addition, the units have been used to train nurses in rural hospitals. Assisted by its EMS-C grant, Idaho has now added interactive videodisc (IVD) training stations to its mobile training fleet (Anderson et al., 1990). The first IVD course addresses pediatric respiratory management.
Other "electronic" options include videotapes, often accompanied by course manuals and other written documents. A "low-tech" approach to providing local training is reflected in the previously noted pediatric emergency nursing course being developed jointly by EMS-C grantees and the ENA (Henderson and Brownstein, forthcoming). The course will use case studies in a self-instruction approach, which will maximize its accessibility to nurses in rural areas and to others who have difficulty attending continuing education courses.
In principle, many different clinical settings should be used as the sites for education and training. These most obviously include hospitals and hospital EDs—not only as training locales for the hospital staff but also as sites for hospital rotations for paramedics and EMTs. Other, less common sites of pediatric emergencies and EMS-C activities (offices and clinics, for example, or airplane or helicopter transport) would be far more difficult to use for educational purposes, owing to the low volume of cases overall and the unpredictability of pediatric cases. Use of "case study" material from these settings as input into quality assurance or educational programs might be practical, however.ms noted above. In particular, it will do less to ease the problems of keeping "local" curricula and materials currentnearbydetermined through questions based on instruments developed by the RAND Corporation's Health Insurance Experiment (citing Eisen et al., 1980).
